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F. Subpart G -- Strateqgic Planning, Reporting, and Eval uation

1. Basi s, scope, and applicability (8457.700)

As proposed, this subpart sets forth the State pl an
requi renents for strategic planning, nonitoring, reporting, and
eval uation under title XXI. Specifically, this subpart
i npl enents sections 2107(a), (b), and (d) of the Act, which
relate to strategic planning, reports, and program budgets; and
section 2108 of the Act, which sets forth provisions regarding
annual reports and eval uati ons.

In the preanble to the proposed rule, we noted the
i nportance of reporting and evaluating SCH P data. W stated
that these activities will provide the critical informtion
necessary for neeting Federal reporting requirenents, docunenting
program achi evenents, inproving program function, and assessing
program effectiveness in achieving policy goals. W also
descri bed that our information dissem nation policy will include
maki ng State annual reports, State evaluations and a sunmary of
State expenditures and statistical reports regularly avail able on
the Internet.

Comment: Several commenters strongly supported the
statenent in the preanble to proposed 8457.700 indicating that we
pl an to make annual reports, State eval uations, and sumaries of
State reports regularly available for public access on the

Internet. One commenter recomended that an annual, separate,
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consuner-friendly SCH P State-by-State status report be avail able
in witten and electronic formto the public.

Response: W plan to continue the information dissem nation
policy that includes nmaki ng annual reports, State eval uations,
and a summary of State expenditures and statistical reports
regularly available on the Internet, to the nmaxi num extent
possi ble. W have al ready produced two State-by-State reports on
SCHI P enrol I nent and rel eased a summary of the States’ March 31
2000 evaluations. W plan to produce and neke avail able future
i nformati onal reports based on State eval uations, enroll nent
data, and ot her sources. W encourage the public not only to
access our web site to read the State annual reports and ot her
State-specific informati on but also to access individual State
web sites. In addition, we note that several nationa
organi zati ons, such as the National Governors’ Association (NGA),
the National Acadeny for State Health Policy (NASHP), the
Children’ s Defense Fund, the National Conference of State
Legi slators (NCSL), the American Public Human Services
Associ ation (APHSA), the Anerican Acadeny of Pediatrics (AAP),
and ot her organi zations representing State and | ocal governnent al
entities periodically produce State-by-State SCH P status or
i nformati onal reports that are available to the public. W
encourage the public to utilize these resources.

Comment: Several commenters stated that we should require
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States to collect information in a manner that does not
di scourage individuals fromapplying for SCH P. Techni ques
suggested for achieving this goal include: explaining to
partici pants the purpose of the information collected, assuring
confidentiality of information collected, and disclosing that the
failure to provide the requested information will not be used to
deny eligibility.

Response: W agree with commenters on the inportance of
gat hering evaluative information without creating barriers to
participation in SCH P; and we know this is a concern for States
and ot her stakehol ders who have worked to sinplify and streaniine
the application process. W also recognize the flexibility given
to States in creating and evaluating their uniquely designed
SCHI P prograns. W encourage States to be m ndful of potentia
barriers created by collecting informati on and to create systens
that do not prevent potential enrollees fromapplying for health
i nsurance coverage under SCHI P

In addition, as noted later in the responses to conments on
88457. 740 and 457.750, in conjunction wth the requirenment that
States collect and report informati on about the gender, race,
ethnicity and primary | anguage of SCHI P enrol | ees; we enphasi ze
the i nmportance of States ensuring through the application process
that failure to provide information on one of these areas w ||

not affect a child s eligibility for the program In addition,
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States nust request this information in a manner that is
linguistically and culturally appropriate so as not to di scourage
enrol |l ment in the program

2. State plan requirenents: Strategic objectives and

per f ormance goals (8457.710)

In accordance with section 2107(a) of the Act and the
Governnment Performance and Results Act of 1993 (GPRA), proposed
8457. 710 encour aged program eval uati on and accountability by
requiring the States to include in their State plan descriptions
of the strategic objectives, performance goals, and perfornance
neasures the State has established for providing child health
assi stance to targeted |l owincone children under the plan and for
ot herwi se maxi m zing health benefits coverage for other |ow
i ncome children and children generally in the State.

In accordance with section 2107(a)(2) of the Act, we
proposed at 8457.710(b) that the State plan nust identify
specific strategic objectives related to increasing the extent of
heal t h coverage anong targeted | owinconme children and other | ow
i ncome children. W encouraged States to view the devel opnent of
strategi c objectives as a process that involves translating the
basic overall ains of the State plan into a conmtnent to
achi eving specific performance goals or targets, recognizing that
there will be variation anong States in specific evaluation

approaches and term nol ogy. One of the strategic objectives
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established in the Act is the reduction in the nunber of |ow
i ncome, uninsured children.

Under section 2107(a)(3) of the Act, States nust identify
one or nore performance goals for each strategic objective. W
proposed to inplenment this statutory provision at 8457.710(c).
W noted in the preanble that detail ed perfornmance goals shoul d
facilitate the State’s ability to assess the extent to which its
strategi c objectives are being achieved. In addition, we
provi ded gui dance on factors States should consider in drafting
strategi c objectives and performance goals, noting that they
shoul d consi der not only the general popul ation targeted for
SCHI P enrol | nent, but special popul ati on subgroups of particul ar
interest as well.

In accordance with section 2107(a)(4) of the Act, proposed
8457.710(d) provides that the State plan nust describe how
performance under the plan will be neasured through objective,

i ndependent |y verifiable nmeans and conpared agai nst performance
goals. W set forth specific exanpl es of acceptabl e performance
nmeasures in the preanble to the proposed rule.

Comment: We received several comrents suggesting that we
require States to report on a common core of wi del y-used,
obj ective, standardized, and child-rel ated perfornmance neasures
and strategi c objectives designated by the Secretary.

Furt hernore, conmenters reconmended that we require the results
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of these standard performance neasures to be included in the
States’ annual reports. Sone comenters feared that, absent a
requi renent to report a conmon set of neasures, the infornmation
coll ected m ght be neani ngl ess and coul d not be used to eval uate
or conpare the effectiveness of State plans.

Commenters recommended strategic objectives including: the
need to reduce and/or elimnate racial and ethnic disparities in
children's health insurance coverage; the need to reduce and/or
elimnate barriers to health coverage for children with
disabilities; the need to reduce stigma and barriers to access in
Medi caid; the need to ensure that the goal of increasing coverage
for uninsured children does not supplant or overshadow the
i nportance of ensuring that the receipt of health benefits
coverage results in the provision of quality health care and
i nproves health outcomes. Commenters believed that HCFA shoul d
consult with the States in creating these national standards, and
in doing so, build upon the efforts of other Federal agencies,
such as the performance neasures devel oped for State Maternal and
Child Health Services Block Gants by the Health Resources and
Servi ces Adm nistration.

Response: W agree there should be a common core of
evi dence- based, standardi zed, child-rel ated performance neasures
and performance goals. These neasures and goals can be used to

eval uate the overall effect of the programin access, service
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delivery, processes of care and health outconmes with the intent
of inmproving the quality of care, particularly in the areas of
wel | - baby care, well-child care, well-adol escent care, and
chi | dhood and adol escent i muni zations. Section 2701(b)(1) of
the Act and proposed 8457.20 directs that State plans nust
i ncl ude assurances that the State will collect data, maintain
records, and provide reports to the Secretary at the tines and in
the format the Secretary may require. The devel opnent of common
qual ity and perfornmance nmeasures and goals is essential to
assessing the national inpact of the SCH P program and we have
nodi fied the regulation text at 8457.710(d)(3) to provide that
the Secretary may prescribe a common core of national neasures.

However, we al so acknowl edge the difficulties in achieving
nati onal consensus on specified nmeasures. Therefore, HCFA w |
convene a workgroup to devel op a set of core perfornmance nmeasures
and performance goal s incorporating appropriate quality assurance
i ndicators, and the nethodol ogy for inplenmenting comopn mnmeasures
and goals for SCH P in an appropriate and tinmely nmanner. As we
undertake this effort, we will be guided by the objectives, goals
and measur enent net hods States have devel oped, as described in
their annual reports and eval uati ons.

The devel opnment of national perfornmance indicators and goals
does not dimnish the inportance of having States identify their

own specific strategic objectives, and acconpanyi ng perfornance



HCFA- 2006- F 542

goal s and neasurenents. Wile States nay be required to adopt
nati onal performance neasures and goals once they have been

devel oped, we expect States to inplenent their own performance
nmeasures, performance goals and strategi c objectives specific to
t he uni que design and priorities of their own program States,

i n accordance with section 2107(a)(4) of the Act, will continue
to be required under 8457.710 to establish State-specific
performance neasures and to descri be how performance under the
plan will be neasured through objective, independently verifiable
nmeans and conpared agai nst perfornmance goal s.

Comment: One conmenter suggested that HCFA recommend to
States the follow ng outconme neasures: out-of-honme placenents,
the Children and Adol escent Functional Assessnent Scal e (CAFAS),
days-i n-school, school perfornmance, and reduced involvenent in
the | egal system

Response: W agree with the comenter that neasures froma
vari ety of sources can be useful in evaluating the inpact of
SCHI P on the health and the behavi or of participants and we woul d
encourage States to take theminto consideration as they devel op
their State-specific performance neasures. Additionally, as we
convene a workgroup to discuss the devel opnent of national core
performance and quality assessnment neasures, we wll consider the
neasures the commenter has suggested. W are mndful, however,

that SCHIP's first goal is to expand coverage to uni nsured
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children and that, while it is generally believed that coverage
and better access to health care can lead to inprovenents in
school attendance and school achievenent, it is difficult to
i solate the cause and effect of changes in social behavior that
are influenced by a wide range of factors and circunstances.

Comment: We received one coment expressing concern that
the willingness and ability of managed care entities (MCEs) to
participate in SCH P depended on whether the revenues adequately
covered the MCEs’ costs. The comrenter noted that costs
associated with collecting and validating data may be
substantial, and thus may prevent MCEs’ from participation in the
program The comrenter expressed concern that the MCE m ght not
have a | arge enough popul ation of SCHI P participants to generate
statistically valid data. Additionally, the commenter asserted
that HCFA has failed to establish realistic goals for Quality
| mprovenent System for Managed Care (Q SMC)-rel ated health plan
activities and performance that take into consideration avail able
resources and responsibilities for the delivery of quality care
for beneficiaries.

Response: W recogni ze the concerns expressed by the
commenter. However, we disagree that the requirenents in the
proposed regul ati on may i npose an undue financial hardship upon
MCEs. This regulation provides States with significant

flexibility regarding the perfornmance neasurenents they will use
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and the preanble to the proposed rule encouraged States to review
nmeasures, including those widely used by private-sector
purchasers of MCE services. W suggested in the preanble of the
NPRM t hat States nay wi sh to consi der adopting standardi zed

nmet hods and tools in quality assurance and inprovenent, such as
those of the QSMC initiative, but we did not propose and are not
requiring the use of Q SMC-rel ated neasures. However, the burden
on MCEs would be minimzed to the extent a State chooses neasures
that the MCEs are already using in connection with other

progr amns.

In any event, the regul ation inposes obligations on States
and does not directly govern actions of MCEs. Wiile we require
States to report data relating to their strategic objectives and
specific performance goals, we are aware of the difficulty in
conpiling statistically valid data in small sanple sizes and are
m ndful of States’ interest in reducing burden for their MCEs.
The regul ati on does not require that States collect encounter
data. States have the option of choosing other nethods of
collecting data related to their strategic objectives, including,
but not limted to, surveys of SCH P participants and/or SCH P
health care providers and | ooking at encounter data, to the
extent it is avail able.

Comment: One conmenter urged HCFA to include the Anerican

Col | ege of (ostetricians and Gynecol ogi sts educational bulletin
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entitled "Primary and Preventive Health Care for Fenal e

Adol escents” in the list set forth in the preanble of exanples of
wi dely recogni zed neasures and gui delines states should review in
devel opi ng performance neasures for SCH P prograns.

Response: W agree with the comenter that there nay be
several neasures beyond those we specifically nentioned in the
preanble to the proposed rule that States m ght find hel pful in
translating their strategi c objectives into perfornmance neasures
and goals. W encourage States to consider this bulletin as wel
as others that provide w dely-used performnce neasures for
children’s and adol escent’s health and health care.

Comment: A couple of commenters indicated that while the
Heal t h Enpl oyer Data and Infornmation Set (HEDI S) was designed to
be reported at the health plan | evel, plan-reported nunerators
and denom nators can be added together to yield aggregate State-
| evel reports that could hel p nmeasure perfornmance in reaching
State enrollnent targets and in delivering high quality health
care. The comenters indicated that HED S neasures are
obj ective, validated neasures of health plan perfornmance (on
quality, access and availability, and the use of services) and,
when audited using the HEDI S Conpliance Audit, performance
nmeasures are independently verified. |In addition, the commenters
stated that national benchmarks exist for both the conmercial and

Medi cai d popul ati ons which can be used to establish performance
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goal s and to eval uate performance of a specific health plan or
State SCHI P program One commenter noted that the Nationa
Committee on Quality Assurance (NCQA) offered to work with HCFA
and States on inplenentation strategies, including nmaking HED S
speci fications broadly avail abl e.

Response: W agree that HEDI S may be a useful tool for
States in neasuring their performance and establishing goals. W
appreciate NCQA's willingness to assist with SCH P i npl enentation
and are working with themto devel op HEDI S specifications for
SCH P. 1In States that are considering using HED S neasures, we
have reconmended the foll ow ng approach to reporting data and
i nformati on on SCHI P prograns: Where a State contracts with
managed care entities (MCEs) for health benefits coverage for
SCHI P enrol |l ees, States should, where possible, identify
i ndi vidual SCHI P enrollees for its contracting MCEs as detail ed
bel ow.

If the State has identified SCH P enrollees to a contracting
MCE, and the contracting MCE al so contracts with the State
Medi cai d program then the MCEs should, as directed by the State
either: 1) report the required HEDI S neasures separately for
SCHI P enrollees; or 2) include SCH P enrollees in their Mdicaid
product line reports.

If the State has identified SCH P enrollees to a contracting

MCO and the contracting MCE is a conmercial MCE without a
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Medi cai d product line, the MCE shoul d exclude SCH P enroll ees
fromits comrercial product |ine reports, because including SCH P
enrollees in HEDI S reports for commercially enrolled popul ati ons
may affect commercial MCE-to- MCE conparisons. Under these

ci rcunst ances, HEDI S perfornance neasures for SCH P enroll ees
will need to be reported separately. In addition, MCEs with snal
nunbers of eligible SCH P enroll ees should follow the snal

nunbers general guideline. These specifications will be included
in the HED S gui delines for 2001.

Comment: In response to HCFA's solicitation for conments on
addi tional nmeasures that will assist in articulating the success
of prograns inplenented under title XXI, several commenters
recommended the foll ow ng performance neasures:

Access

-- Percentage of Medicaid eligible enrolled in Mdicaid,

-- Percentage of SCHI P eligible enrolled in SCH P

-- Percentage of children with a usual source of health care;
-- Percentage of children with an unnet need for physician
servi ces and/ or del ayed care;

-- Reduction of hospitalization for anmbul atory sensitive
condi ti ons;

-- Percentage of enrollees who are enrolled for a year or nore;
-- Percentage of children who are identified as having speci al

heal th care needs;
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-- Percentage of enployers offering health insurance coverage to
enpl oyees and dependent chil dren;

-- Percentage of enroll ees whose parents decline enployer-
sponsored dependent health i nsurance coverage;

-- Percent of children whose eligibility switches between title
XIX and title XXI who enroll in the appropriate program (or who
mai ntai n heal th insurance coverage);

-- Percentage of pediatricians, famly physicians, and dentists
who participate in Medicaid and SCH P

Process

-- Percentage of children and adol escents who have received

i mruni zati ons according to the ACI P/ Areri can Acadeny of

Pedi atrics recommended i mruni zati on schedul e;

-- Percentage of children and adol escents who have received al

of the well-child visits appropriate for their ages, based on the
Anmeri can Acadeny of Pediatrics Recomrendations for Pediatric
Heal t h Care;

-- Percentage of adol escents ages 12 though 18 who were counsel ed
for synptons or risk factors for STDs;

-- Percentage of children ages four through 18 during the
reporting year who received a dental exam nation during that
year;

-- Percentage of children ages three through six who received a

Vi si on screeni ng exam nation during the reporting year;
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-- Percentage of children and adol escents with all of the well-
child visits provided at one health care site during the
reporting year;

-- Percentage of children and adol escents, parents or caretakers
with difficulty communicating with health care professionals
because of a | anguage problemor difficulty understanding health
care professionals;

-- Percentage of children and adol escents with asthnma who
regularly use a peak flow neter during the reporting year,
regularly use a spacer with a nmetered dose inhaler, and/or who
recei ved i nfluenza vaccine during the reporting year;

-- Percentage of children with special health needs who received
care during the reporting year;

CQut cones

-- Rate of hospitalization for anbul atory sensitive conditions
such as asthna, diabetes, epilepsy, dehydration, gastroenteritis,
pneunoni a; or urinary tract infection (UTIl);

-- Rate of hospitalization for injuries;

-- Percentage of children and adol escents reporting days | ost
from school due to health problens;

-- Percentage of children reporting risky health behaviors
including injuries, tobacco use, alcohol/drug use, sexua

behavi or, poor dietary behavior, |ack of physical activity;

-- Percentage of adol escents reporting attenpted suicides;
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-- Percentage of children reporting unnet nedi cal needs;
-- Percentage of children reporting unnet vision needs;
-- Percentage of children reporting unnet dental needs; and
-- Percentage of famly inconme used for nedical and dental care.
Response: Assessnents of the inpact of the title XXl
programon children’s health insurance coverage, access to care
and use of health care services will occur on both the State
| evel and national levels. On the State |level, we would
encourage States to consider the commenters’ suggested
performance neasures as they identify those neasures which are
appropriate for each of their strategic objectives as required
under section 2107(a)(3) of the Act and 8457.410(b).
Nati onal |y, as HCFA works to devel op a conmon core of
standardi zed chil d-rel ated performance neasures, performance
| evel s and quality nmeasures that can be used to eval uate access,
service delivery, processes of care, health outcones and quality
in the overall SCH P program we wi |l consider the perfornance
nmeasures reconmended by the commenters.
3. State plan requirenent: State assurance regardi ng data
col l ection, records, and reports. (8457.720)
Section 2107(b) (1) of the Act requires the State plan to
provi de an assurance that the State will collect the data,
mai ntain the records, and furnish the reports to the Secretary,

at the tinmes and in the standardi zed fornmat that the Secretary
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may require to enable the Secretary to nonitor State program
adm ni stration and conpliance and to eval uate and conpare the
ef fectiveness of State plans under title XXI. W proposed to
i npl enment this statutory provision at 8457. 720.
We did not receive any comments on this section and are
therefore inplenenting the provision as proposed.
4. State plan requirenent: State annual reports. (8457.730)
Section 2107(b)(2) of the Act discusses the requirenent that
the State plan include a description of the State’s strategy for
t he subm ssion of annual reports and the State eval uati on.
Accordi ngly, we proposed to inplenent this provision at
8457.730. W noted that, in order to facilitate report
subm ssion, a group of States worked with staff fromthe Nationa
Acadeny of State Health Policy (NASHP), w th HCFA representation
to devel op an optional nodel franmework for the State eval uation
due March 31, 2000 and for subsequent annual reports. W also
noted that we would pernmit States to submt their FY 1999 annua
report and their State evaluation on March 31, 2000, together as
one conprehensi ve docunent. However, since the States
eval uati ons/annual reports have all been submtted, this
provi sion is unnecessary and has been deleted fromthe fina
rule. In addition, we have noved the di scussion of the annua
report requirenments to coments and responses on 8457. 750.

Comment: One conmenter recommended that we require States
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to use a designated framework for subm tting annual reports and
eval uations. This comrenter suggested that we include
clinicians, child advocates and research groups to participate in
t he devel opnent of frameworks for future reports.

Response: Wile we do not believe it is necessary to
require a designated franmework for annual reports and
eval uations, in order to facilitate report subm ssion, a group of
States worked with staff from NASHP and with representatives from
HCFA to devel op an optional nodel franmework for the State
eval uati on due March 31, 2000. This framework was finalized and
sent to every State and territory with an approved State pl an.
Al'l States that have submitted their State eval uations have
voluntarily used this framework as the basis for their
eval uation, although several States supplenented their
eval uations with additional data. W currently are in the
process of analyzing and synthesizing the data submtted in these
evaluations. We will continue to work with States and ot her
interested parties to support these efforts to pronote ease of
reporting and to facilitate analysis and conpari son of inportant
data reported by States on their prograns.

NASHP has subsequently devel oped a simlar franework for the
annual reports that States will be submitting in January 2001.
As SCHI P devel opnment conti nues, we encourage conti nued

participation in the evaluation process by interested
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researchers, health care providers and provi der groups, advocates
and advocacy groups, insurance providers, State and | oca
governnent officials, and other interested parties and intend to
keep the process as open and col | aborative as possi bl e.

5. State expenditures and statistical reports (8457.740)

We proposed to require that the States collect required data
begi nning on the date of inplenmentation of the approved State
plan. W proposed that States nust submt quarterly reports on
t he nunber of children under 19 years of age who are enrolled in
separate child health prograns, Mdicaid expansion prograns, and
regul ar Medi caid prograns (at regular FMAP) by age, incone and
service delivery categories. In the preanble, we noted that the
Territories are excepted fromthe definition of “State” for the
pur poses of quarterly statistical reporting. W also proposed to
require that thirty days after the end of the Federal fisca
year, the State nmust submt an unduplicated count for that
Federal fiscal year of children who were ever enrolled in the
separate child health program the Medicai d expansi on program and
the Medicaid program as appropriate by age, service delivery, and
i ncome categori es.

W proposed that the age categories that nust be used to
report the data are: under 1 year of age, 1 through 5 years of
age, 6 through 12 years of age, and 13 through 18 years of age.

We further proposed to require States to report enrol |l nent by the
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service delivery categories of managed care, fee-for-service, and
primary care case managenent.

We noted in the proposed regul ati on and explained in the
preanbl e that States nust report inconme by using State-defined
countabl e incone and State-defined famly size to determ ne
Federal poverty level (FPL) categories. W proposed that States
that do not inpose cost sharing and States that only inpose cost
sharing based on a fixed percentage of incone (such as 2 percent)
in their Medicaid expansion programor their separate child
heal t h program nust report their SCH P and Medi cai d enrol | nent by
using two categories: at or bel ow 150 percent of the FPL and over
150 percent of FPL. States that inpose cost sharing at defined
i ncome |evels (for exanple, at 185 percent and over of FPL) in
their Medicaid expansi on progranms and/or separate child health
prograns would be required to report their Medicaid and SCH P
enrol | mrent by poverty level (that is, countable inconme and
househol d si ze) categories that match their Medicaid expansi on
program and separate child health program cost-sharing
categories. W proposed to require enrollnment reporting by
income for Medicaid as well as for SCH P

We proposed that required standardi zed reporting be limted
to expenditure data and enrol | nent data as reported by age,
poverty level, and service delivery category. W noted in the

preanble to the NPRM that States should collect other rel evant
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denogr aphi ¢ data on enrol |l ees such as gender, race, nationa
origin, and primary | anguage and that collecting such data w ||
encour age the design of outreach and health care delivery
initiatives that address disparities based on race and nationa
origin.

W stated that we were working to devel op an option for
States to provide the needed SCH P data through existing
statistical reporting systens in the future.

Comment: One conmenter suggested that we revise the
regul ations to specify that a State's failure to submt the
statistical reporting forns would ordinarily be considered
substanti al non-conpli ance.

Response: Section 457.720 requires States to conply with
data reporting requirenments. Section 2106(d)(2) of the statute
and 8457.204(c) provide the Secretary with authority to enforce
these and other requirenments. W do not believe that it is
necessary to specify nore specific sanctions for non-reporting or
del ayed reporting within the rule.

We are working closely with States to devel op and i npl enent
data tracking and reporting systens. SCH P reporting may involve
creating new systens or adjusting existing systens to coll ect
data which can then be reported to DHHS and we recogni ze that the
reporting changes required in this final rule may require further

changes to these systens. We will work with the States to
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accommodat e i ndi vi dual needs for technical assistance during the
transition.

In the past, sone States have had difficulty reporting data
tous in atinely matter due to systens constraints. However, we
anticipate that nany of these difficulties will be resolved in
the near future. W recently inplenented a new, nore easily
accessi bl e web-based data reporting system (the Statistica
Enrol | mrent Data System (SEDS)) that all States can access through
the Internet, rather than through the main frame system W have
al so revised the reporting instructions to clarify definitions in
a way that will be nore clear for States and provide for nore
standardi zed reporting anong the States. W released these new
instructions with a letter to State Health Oficials on Septenber
13, 2000. In addition, we are continuing a conprehensive
eval uation of possible nodifications to the Medicaid Statistica
Informati on System (MSI'S), which captures State eligibility and
clainms records on a person-|evel basis. The nodifications wll
give States the option of using MSIS to supply the data el enents
that will neet the title XXI quarterly statistical reporting
requi renents. We |ook forward to working with States to further
i mprove the tinme lines and quality of required SCH P data. In
addi ti on, we have added a new reporting line to the quarterly
reports where States indicate a “point in tine” enroll nment count

that indicates enrollnment as of the |last day of the quarter for
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their SCH P and title XI X Medicaid prograns. This count is
sonething the States already have available for their own

pur poses and hel ps provide a nore conplete picture of States’
prograns on an ongoi hg basi s.

Comment: We received several comrents requesting that HCFA
require States to collect data pertaining to one or nore of the
foll owi ng categories of information about enrollees and their
SCHI P coverage: gender, ethnicity, race, primary |anguage,
Engl i sh proficiency, age, service delivery system famly inconeg,
and geographic location. Certain comenters suggested that this
data be collected and reported to HCFA in the State eval uati ons,
annual reports, and/or quarterly statistical reports. These
commenters felt this informati on woul d hel p target outreach,
retention, enrollnment, and service efforts to under-represented
groups. These commenters al so indicated that such reporting
requi renents are consistent with the goals of Healthy People 2010
and recently enacted legislation directing the Secretary of
Commerce to produce statistically reliable annual State data on
t he nunber of uninsured, |owincone children categorized by race,
ethnicity, age, and inconme. One commenter indicated that HCFA
should require States to docunent the appropriate range of
services and networks of providers avail able, given the various
| anguage groups represented by enrollees. Additionally, some

commenters noted that HCFA should require States to provide an
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assessnment of their conpliance with civil rights requirenents.

Response: W agree with several of the comrents sumari zed
above. Section 2107(b)(1) of the Act requires that “a State
child health plan shall include an assurance that the State w |
collect the data, naintain the records and furnish the reports to
the Secretary, at the tinmes and in the standardi zed format the
Secretary may require in order to enable the Secretary to nonitor
State program adm ni stration and conpliance and to eval uate and
conpare the effectiveness of State plans.” The proposed rul e at
8457.740(a) had included requirenents on States to collect and
submt data by age categories, service delivery categories and by
countable incone. In an effort to streanline data reporting
requi renents, we had only encouraged States to collect data with
respect to gender, race and ethnicity, and did not propose to
require the collection or the reporting to HCFA of such data. W
recei ved many comrents expressing concern about this policy and
urging us to require States to report data on gender, race,
ethnicity and primary | anguage of SCHI P enroll ees to HCFA

We have revi ewed our proposed policy and have deci ded t hat
it is consistent with overall programgoals, as well as the civil
rights requirenents, to require States to report data, on a
quarterly basis, on the race, ethnicity, and gender of SCH P
enrol |l ees using the format prescribed by the OVB Statistica

Directive 15 -- Standards for the Mintaining, Collecting and
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Presenting Data on Race and Ethnicity. W have therefore anended
8457.740(a)(2) to reflect this requirenment. Because primnmary

| anguage of SCHI P enrollees is not one of the data el enments on
standardi zed reporting formats, we will require States to report
on this information as part of the Annual Report, and have
amended 8457.750(b)(8) to reflect this change. W understand
that nearly all States have already been collecting this

i nformati on through the application process. Although States nay
request information on gender, race, ethnicity and primary

| anguage at the tine of application, States nmay not require
famlies to report this data as a condition of application to, or
enrollment in the SCH P program The information nust be

coll ected from SCH P applicants and enrollees on a voluntary
basis. Having this data will enable States and the Departnent to
see how and if mnority children and ot her categories of children
are being covered by the SCH P programand to identify
opportunities for nore effective outreach and retention
strategies.

Furthernore, required reporting of this data is consistent
with Departnental priorities to nore effectively identify raci al
di sparities in the provision of health care and to assure that
| anguage barriers do not interfere with children’s ability to
secure health care. HCFA will nodify its data base to permt

States to report these data on the sane system as they report
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enrol | mrent data. W understand States may incur additiona

adm ni strative costs to conply with this requirenment. However,
the potential benefits for the States and for the Departnent are
significant.

Comment: Commenters asserted that neither the State nor the
heal t h i nsurance purchasi ng cooperative has the legal authority
to require enpl oyer-sponsored i nsurance carriers to report clains
data. Therefore, commenters noted, States with prem um
assi stance prograns woul d have difficulty reporting program
expenditures and participants by age, incone, delivery system
and programtype as required by HCFA

Response: Since States or their contractors would be
conpleting the eligibility process for children enrolling through
prem um assi stance prograns, States would have data avail abl e on
the child s age, famly incone, the type of child health
i nsurance program offered by the State, and the expenditures
bei ng made on behalf of the child. W are not requesting
i ndi vidual clains data used by group health plans providing SCH P
coverage. Service delivery systens could be ascertained by the
State by reviewi ng the benefit package avail abl e t hrough each
enpl oyer. This might present difficulties if an enployer had
several options with varying delivery systens avail able at the
same cost to the State. Should this be the case, we would work

with States on a case-by-case basis to consider other options for
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collecting this data.

Comment: One conmenter noted that the collection report
For m HCFA- 64, revised in Decenber 1998, requires additiona
information that is not reflected in 8457.740, including nunber
of nonths enrolled, and the nunber disenrolled per quarter.
Several comrenters suggested that HCFA require States to report
this data to HCFA on a quarterly basis.

Response: |In 8457.740, we did not intend to specify each
data elenent that we will be requiring, because we wanted to be
able to review and nodify specific el enents as the program
evol ves. W have authority under section 2107(b)(1) to specify
at 8457.720, that States nust provide data “at the tines and in
the standardized format...” to enable the Secretary to nonitor
State program adm ni stration and conpliance and to eval uate and
conpare the effectiveness of State plans under title XXI. This
i ncl udes the nunber of nonths enrolled and nunber disenrolled per
quarter.

The fornms referenced by the conmenter are quarterly reports
used by State Medicaid agencies to report to HCFA their actua
Medi cai d expenditures and the nunbers of SCH P children and ot her
chil dren being served in the Medicaid program HCFA uses these
forms to ensure that the appropriate | evel of Federal paynents
for the State’s Medi caid expansi on program expenditures, and to

track, nonitor and evaluate the nunbers of SCH P chil dren bei ng
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served by the Medicaid expansi on program HCFA uses a simlar
quarterly reporting form the HCFA-21, to collect conparable
i nformati on on separate child health prograns.

Comment: One commenter noted that the collection of data to
nmeasure the effectiveness of SCH P shoul d include the nunber and
types of services actually delivered in addition to the nunber of
children enrolled. This conmenter suggested that we revise the
regul ations to specify that data can be collected and reported by
the State using Anerican Dental Association procedure codes to
reflect total nunber of actual services rendered to eligible
i ndi vi dual s.

Response: W agree States should consider utilization
nmeasures in devel opi ng Statew de performance neasures of progress
toward neeting State performance goals and strategic objectives.
We al so envision that States may want to neasure care and service
delivery so that they nmay determ ne nunbers of participating
provi ders and heal th networks needed for the program The
regul ati on provides States with flexibility in devel opi ng these
nmeasures and appropriate data coll ection nethodol ogi es.

As the Departnent works on devel oping and inplenmenting a
common core of standardi zed performnce neasures and perfornmance
goals, we will consider the outcone neasures suggested by the
comment er.

Comment: One conmenter generally supported the quarterly
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reporting requirenments but requested one additional required
report neasure. Specifically, the commenter urged HCFA to
require reporting (either annually or quarterly) on the nunber of
newborns who are enrolled at birth and the nunber of infants who
are enrolled within the first three nonths of life. The
commenter believed this information could be used by States to
assess whet her incone-eligible newborns are experiencing gaps in
coverage between the tine of birth and SCH P enrol | nent.

Response: W strongly encourage the States to collect the
required i nformati on on age of participants in such a way that
they may anal yze the health coverage patterns of newborns and
infants. W have not required States to report this informtion
to HCFA. However, we will consider the comenter’s suggestion as
we devel op the national core set of performance neasures and
goal s.

Comment: One conmenter urged HCFA to require States to
descri be their inconme cal cul ati on net hodol ogi es and changes in
t hose net hodol ogi es and to make that information available to the
publi c.

Response: W agree with the comenter’s suggestion and note
that inconme cal cul ati on net hodol ogi es and changes to these
nmet hodol ogi es were requested to be provided by States as part of
their State evaluations (due to HCFA on March 31, 2000). Because

of the inportance of having this information in a standardi zed
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manner, as well as keeping the information current, we have
included this as an el enent of subsequent State annual reports.
We have conpiled and reviewed the subm ssions fromthe States
thus far, and the information is available to the public al ong
with the rest of the States’ evaluations on the HCFA web site.

In addition, we discussed in our July 31, 2000 gui dance on
SCHI P section 1115 denonstrations that in order to receive
approval for a denonstration proposal, States nust have submtted
all of their required statistical reports and eval uations to
HCFA, dating back to the inplenentation of their program

Comment: One conmenter found the detailed reporting
requi renents probl ematic, cunbersone, and difficult to conply
wi th under current automated systens.

Response: W recognize the commenter’s concerns. However,
we wll continue to require the collection and quarterly
reporting to HCFA of the data required in this section. W wll
continue to offer technical assistance to States having
difficulty reporting the required data due to automated system
difficulties. As noted previously, States are able to report
data to HCFA through a web-based reporting systemon the
Internet, to provide States with easier access to the reporting
system |In addition, we have devel oped a set of revised
reporting instructions to facilitate reporting by States in a

standardi zed format. We believe these nodifications will result
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in a reporting systemwth which States can conply wi th m ni mal
difficulties.

In addition, we are continuing a conprehensive eval uati on of
possi bl e nodifications to the Medicaid Statistical Informtion
System (MSI'S), which captures State eligibility and clains
records on a quarterly basis. The nodifications will give States
the option of using MSIS to supply data related to separate child
health prograns as well|l as Medicai d expansi on prograns and w ||
pronote overall consistency anong SCH P and Medicaid data in the
|l ong term

Comment: We received several comrents appl audi ng our
recognition of the interrelationship of Medicaid and SCH P and
the requirenent of simlar reporting for regular Medicaid,

Medi cai d expansi on, and separate child health prograns. However,
one comenter opposed the requirenment that all States, including
those operating separate child health insurance prograns, report
changes in enrollnment in both the SCH P program and the Medi caid
program The comrenter noted that sonme States operate separate
child health prograns that are adm ni stered by different staff,
gover ni ng boards, budgets, etc. than the State Medicaid program
The comrent er opposed a requirenment that a separately

adm ni stered SCH P program have a contractual requirenent to
obtain data froma Medicaid agency. The comenter stated that if

HCFA wi shed to review Medicaid data, it should devel op new
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Medi caid regul ations to require such data and to provide
rei mbursenent to the Medicaid agency as the SCH P program has no
budget or legal authority to collect Medicaid data. The
comment er added that additional adm nistrative requirenents from
HCFA shoul d be acconpani ed by additional adm nistrative dollars,
or they represent unfunded nandates that exacerbate the 10
percent adm nistrative-cost limt problem

Response: The statute anticipates that State agencies
i mpl enmenting SCH P and Medicaid will coordinate activities and
share information. Section 2108(b)(1)(C) of the Act requires
States to report on or before March 31, 2000 “an assessnent of
the effectiveness of other public and private prograns in the
State in increasing the availability of affordable quality
i ndividual and famly health insurance for children.” 1In
addi tion, section 2108(b)(1)(D) specifically requires States to
report on coordination with other public and private prograns
provi ding health care and health financing, including Medicaid
prograns. Furthernore, these requirenents are not specific to
the State agency adm nistering SCH P or Medicaid, but rather
apply to the State as a condition of receiving grant funding
under these prograns, regardless of how the State internally
del egates responsibilities under these prograns.

In addition, section 2107(b)(1) of the Act requires that the

State plan contain certain assurances regarding the collection of
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data and subm ssion of reports to the Secretary. |In addition,
8431. 16 of the Medicaid regulations specifies that a State pl an
nmust provide that the Medicaid agency will submt all reports
required by the Secretary, follow the Secretary’ s instructions
with regard to the format and content of those reports, and
conply with any provisions that the Secretary finds necessary to
verify and assure the correctness of the reports. These
statutory and regul atory provisions serve as our authority for
requiring Medicaid State expenditure and statistical reporting at
8457.740. State agencies can reasonably be expected, as directed
in the statute, to coordi nate anong prograns, including by
sharing and reporting infornmation.

Si nce Medi cai d agenci es recei ve Federal financi al
participation under title XIX for adm nistrative costs, such as
those associated with data collection, sharing this informtion
with the States’ title XXl prograns shoul d not exacerbate any
difficulty States nay have in staying within the 10 percent
adm nistrative cost limt in SCH P
6. Annual report (8457.750)

Section 2108(a) of the Act provides that the State nust
assess the operation of the State child health plan in each
fiscal year, and report to the Secretary, by January 1 follow ng
the end of the fiscal year, on the results of the assessnment. 1In

addition, this section of the Act provides that the State nust
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assess the progress nmade in reducing the nunber of uncovered,

| ow-i ncome children. W proposed to inplenent the statutory
provi sion requiring assessnent of the program and subm ssion of
an annual report at 8457.750(a).

At proposed 8457.750(b), we set forth the required contents
of the annual report. Specifically, in accordance with the
statute, the annual report nust provide an assessnent of the
operation of the State plan in the preceding Federal fiscal year
i ncluding the progress made in reducing the nunber of uncovered,
| ow-i ncome children. In addition, we proposed to require that
the State report on: 1) progress made in neeting other strategic
obj ectives and performance goals identified by the State; 2)
successes in programdesign and inplenentation of the State plan;
and 3) barriers in programdesign and inplenentation and the
approaches under consideration to overcone these barriers. W
al so proposed to require that the State report on the
effectiveness of its policies for discouraging the substitution
of public coverage for private coverage. Further, we proposed to
require that the annual report discuss the State’s progress in
addr essi ng any specific issues, such as outreach, that it agreed
to nmonitor and assess in its State plan.

In accordance with section 2107(d) of the Act, we al so
proposed that a State nust provide the current fiscal year budget

update, including details on the planned use of funds for a
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t hree-year period and any changes in the sources of the non-
Federal share of plan expenditures. W also proposed that the
State nust identify the total State expenditures for famly
coverage and total nunber of children and adults covered by
famly coverage during the preceding Federal fiscal year.

We proposed that, in order to report on the progress made in
reduci ng the nunber of uncovered, |owincone children in the
annual report, a State nust choose a nethodol ogy to establish an
initial baseline estinmate of the nunber of |owincone children
who are uninsured in the State and provi de annual estinates,
usi ng the chosen net hodol ogy, of the change in this nunber of
| ow-i ncome uninsured children at two poverty |evels: 200 percent
FPL and at the current upper eligibility Ievel of the State’s
SCHI P program W noted in the preanble to the proposed rule
that, in making these estimates, a State would not be required to
use the sanme nethodol ogy that it used in identifying the
esti mated nunber of SCHIP eligibles in the State plan.

We proposed to require that a State base the annual baseline
estimates on data fromeither : (1) the March supplenent to the
Current Popul ati on Survey (CPS); (2) a State-specific survey;

(3) other statistically adjusted CPS data; or (4) other
appropriate data. W also proposed that a State nust subnmt a
description of the nethodol ogy used to devel op these esti mates

and the rationale for its use, including the specific strengths
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and weaknesses of the nethodol ogy, unless the State bases the
estimate on the March supplenent to the CPS. W indicated in the
preanble to the proposed rule that, once a State submts a

speci fic methodol ogy in the annual report for estimating the
basel i ne nunbers, the State nust use the same net hodol ogy to
provi de annual estimates unless it provides a detail ed
justification for adopting a different methodol ogy. W also
noted therein that traditionally, nost national estinmates of

uni nsured children have been based on the Bureau of Census March
Current Popul ation Survey (CPS). W further noted in the
preanbl e that, as the only data source with the capacity to
generate State-by-State estimates of uninsured children, the CPS
generally is relied upon by policy nmakers to provide an overal
estimate of insurance status and insurance trends in the nation.
We al so nentioned other major surveys that provide insight into
t he nunber of uninsured Americans.

Comment: One conmenter recomended that we require annua
reports to contain reasonable utilization neasures indicating
qual ity and access to care for children with special needs in
addition to the general child population. The conmenter believed
that the Secretary should conduct a focused study of children
wi th special needs. Another comenter noted that States
provi di ng dental benefits should report annually on the

assi stance provided to recipients in accessing needed services.
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Response: W are very concerned about services for speci al
needs children, and we agree with the conmenters that quality and
access are inportant both with respect to special needs and
dental benefits and States are encouraged to address these
i nportant areas in their annual reports. However, requiring such
reporting woul d be inconsistent with the flexibility permtted
under the statute. At 8457.495(b) of this final rule, we require
States to provide assurances of appropriate and tinely procedures
to nmonitor and treat enrollees with chronic, conplex or serious
nmedi cal conditions, including access to specialists experienced
in treating the specific nedical condition. W leave it to the
States to determ ne what systens and procedures they wl|l
i npl enent to ensure enrollees with such conditions have access to
quality care consistent with this standard.

In order for States to create systens which fit their unique
prograns, the nethodol ogy for conplying with 8457.495 is best
left to the State. Reporting on access to dental benefits is
subsunmed under 8457.495(a), which requires States to include in
their plans a description for assuring the quality and
appropri ateness of care provided under the plan including access
to covered services listed in 8457.402(a). Dental services is
one of the optional services States nay cover under the
definition of child health assistance | ocated at 8457.402(a)(16).

To the extent that States cover dental services in their SCH P
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pl ans, they nust assure access to those services. Therefore, we
have not adopted the comenter’s suggestion to add a separate
requi renent regardi ng dental services.

Comment: One conmenter asserted that HCFA exceeds its
authority in the annual report requirenents at 8457.750(c) that
requires States to provide a rationale and description of the
nmet hodol ogy used to establish the baseline estimate, if the
estimate is based on a source other than the CPS. The comrenter
contended that the purpose of the annual report is for States to
assess the operation of their prograns. The comenter al so
argued that HCFA | acked authority to conpel States to adopt the
CPS standard. The comrenter referred to section 2108 of the Act,
whi ch provides that the State shall assess its performance and
submt that assessnment to the Secretary. The commenter noted
that providing a rationale for a nethodol ogy nade States take
additional steps that were not prescribed by the statute. In
requiring this rationale, the comenter suggested HCFA cane
perilously close to dictating the CPS standard, which violates
the express terns of title XXI and Executive Order 13132,
regardi ng Federalism The conmenter indicated that under
Executive Order 13132, HCFA is required to justify the inposition
of any national standard and to | ook for |ess burdensone
alternatives. The comrenter expressed the view that the proposed

rule inmproperly shifts the burden of justifying standards used to
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eval uate prograns from HCFA to the States.

Response: Section 2107(b)(1) of the Act expressly gives the
Secretary the authority to require data collection, records
mai nt enance, and reports fromthe States “at the tines and in the
standardi zed format the Secretary nay require in order to enable
the Secretary to nonitor State program adm nistration and to
eval uate and conpare the effectiveness of State plans.” 1In order
to effectively nonitor State program effectiveness in reducing
t he nunber of uninsured children, the nmethod of detecting the
nunbers of uninsured in States and the decline or increase in the
uni nsured nmust be known and understood in a standardi zed rmanner
when possible. The statute uses CPS for fornmula allocating, so
it was suggested as the best avail able source for State
uni nsurance | evel s anong | owincone children. Mst States
el ected to use the CPS in establishing their initial baselines.
However, we recogni ze the shortcom ngs of CPS for nany States and
have therefore provided flexibility to use other sources, both
initially and prospectively. The requirenment that States explain
their alternative nmethodol ogy is necessary and appropriate in
order for HCFA to be able to identify and assess the data
provi ded by States. In addition, we have further clarified that
if States elect to use a different data source in re-establishing
a baseline, the State nmust also note in the annual report the CPS

estimate for that year, both as a neans of providing standardized
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i nformati on across States, using a consistent baseline and to
ensure that States are given credit for progress in enrolling
chil dren back to the begi nning of their prograns.

Comment: One conmenter requested that HCFA allow States to
use biennial State survey figures in assessing changes in
uni nsurance rather than the annual figures fromthe CPS. The
conmmenter noted that the CPS data is unreliable for its State and
adm ni stering an annual survey woul d be cost-prohibitive for sone
St at es.

Response: Section 457.750(c)(1)(ii) provides that a State
may base its estimate of the nunber of uninsured, |owincone
children froma State-specific survey. Thus, States nmay use
bi ennial data from State surveys, utilizing statistically
rel evant adjustnents in the off-survey year or by suppl enenting
the biennial data with additional State-specific data from other
sources to fulfill the annual reporting requirenents of this
section. W note that, as stated in the previous response,
States will be required to provide a description of the
nmet hodol ogy and rationale for using the State-specific survey, in
accordance wth 8457.750(c)(2).

Comment: One conmenter urged HCFA to revise the proposed
rule to reflect provisions of the Bal anced Budget Refinenment Act
of 1999 (BBRA), which require that the March Suppl enent of the

CPS be expanded to allow State-level estimtes of the nunber of
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uni nsured children. The comrenter believed that using these
updat ed estimates woul d be preferable to allowing States to
establish their own nethodol ogies for estinmating the nunber of
uni nsured chil dren.

Response: W note that provisions of section 703(b) of BBRA
anmended Section 2109 of the Act to nodify the March Suppl enent of
the CPS to detect real changes in uninsurance rates of children.
The BBRA requires future nodifications to the Current Popul ation
Survey in order to produce statistically reliable annual State-
| evel data on the nunber of |owincome children w thout health
i nsurance coverage. One nodification to the CPS is to include
data on children by famly inconme, age, and race, and ethnicity.
Adj ustnents to be made include expandi ng sanpling size used in
State sanpling units and expandi ng the nunber of sanpling units
in a State. Therefore, with the creation of this requirenent,
Congress sought to help provide all States with access to nore
reliable State-level data on the uninsured popul ation through the
CPS March Suppl enent. W have not nodified the regul ation text
to reflect this change, as this data is not expected to be
avai | abl e until Cctober or Novenber 2001. W wanted to | eave the
regul ati on text open to future inprovenents to the CPS or other
data sources. Even with the CPS adjustnents, there are States
that believe they can provide nore accurate estimtes of the

| evel of uninsured children in their State wi th methodol ogi es
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that use other data sources or sources that supplenent the CPS
data. W believe it is inportant to allow States this
flexibility in developing the nost reliable estinmate for their
St at e.

Comment: One conmenter supported the required collection of
information in the annual report, and reconmended we require
States to also report on the following information in the annua
reports:

-- Progress in addressing the barriers to access experienced by
mnority children;

-- Gievances, conplaints of problens reported relating to
enrol | ment, access, and quality of care as a neans of neasuring
consuner satisfaction, ensuring they are adequate to resolve
conplaints within a reasonable tinme franme and that plans use
gri evance and conplaint data to inprove quality;

-- Cultural conpetency neasures;

-- Continuity of care between plans, providers, or prograns,

-- Special attention to under-served or under-identified
popul ati ons (for exanple, honel ess children);

-- Systematic integration with schools and other conmunity
gr oups;

-- Wether primary care and pediatric specialty care capacity is
adequate for the nunber of enrollees;

-- Wet her plans neet standards for access within reasonabl e



HCFA- 2006- F S77

time franes;

-- Wether care is in accordance with clinical practice
gui delines for quality of care; and

-- The proportion of providers who are both Medicaid and
separate SCHI P provi ders anong those serving Medicaid and
separate SCHI P beneficiaries, and the difference in paynent rates
to plans or providers in Medicaid and separate SCH P prograns.

-- Estimates of the nunber of uninsured children under the
regul ar Medicaid inconme thresholds as well as those under the 200
percent FPL and under the State's SCHI P incone threshol d;

-- Data on the nmethod of application for Medicaid and SCH P
(mail -in, outstation-site, Internet, etc.) and enroll nent
procedures for each program

-- Data on the portion of applicants denied and reason for
deni al ;

-- Nunber of children disenrolled for any reason, the reason for
di senrol | nent, and the nunber of children disenrolled for
nonpaymnent of prem uns;

-- Nunber of children continuously enrolled in Medicaid and/or
separate SCHI P program for one year or nore;

-- Nunber of children identified by screening as Mdicaid
eligi ble and, of those, the nunber enrolled in Mdicaid,

-- Nunber of fornmer Medicaid recipients enrolled in separate

SCHI P;
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-- Data on the nunber of applicants denied eligibility and the
reason for the denial, including that they were disqualified due
to current insurance coverage as well as the nunber of children
di squalified due to insurance coverage in a past period, where
appl i cabl e;

-- Nunber of children who | ose coverage at redeterm nation and
the reason for |oss of coverage; and

-- Data conparing the proportion of children enrolled and using
services by gender, race, ethnicity, and primary | anguage to the
proportion of such children in the service area.

Response: As noted earlier, HCFA participated in a workgroup
| et by the National Acadeny of State Health Policy to develop a
tenplate for States’ annual reports that have provided an
opportunity for States to report the information required in
8457.750 in a standardi zed way. NASHP released this tenplate to
the States and the public in Novenber 2000 for States to use in
conpl eting their annual reports for FY 2000. In addition to
budget and expenditure data, this will include information from
States on their progress in reducing the nunber of uninsured |ow
i ncome children, nmeeting strategic goals and perfornance
neasures, the effectiveness of States’ policies for preventing
substitution of coverage, and identifying successes and barriers
in the States’ plan design. |In addition, the reports provide a

forumfor evaluating States’ progress in addressing specific
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i ssues (such as outreach) and the primary | anguage of SCHI P
enrollees. We will work with NASHP to include these elenents in
a revised version of the annual report franmework upon publication
of this final rule. States will not be expected to address these
new el enents until they submt their FY 2001 reports. 1In
addi ti on, because the information can be nore appropriately

di spl ayed in the annual report than in the quarterly reports, we
have added a new 8457. 750(b)(7) to require States to provide

i nformati on on primary |anguage of SCH P enrollees in their

annual reports. HCFA will continue to closely review the data
coll ected and reported by the States in their annual reports.

We note that many of these assessnent el enents were provided
by States in their State evaluations. Specifically, as part of
the evaluation, States were required, as specified in section
2108(b) (1) of the Act and laid out in the NASHP eval uati on
framework, to provide information on baseline nunbers of
uni nsured |l owincone children in the State by incone |evel;
| evel s of previous insurance coverage for applicants and
enrol | ees; and quarterly enrollment statistics including: nunber
of children ever enrolled; new enrollnent; nunber of nenber
nont hs enrol | ed; average nonths enroll ed; disenrollnent including
the reasons for disenrollnment; unduplicated count of enroll nent;
and enrol |l ee characteristics, such as incone. Mny States

provi ded additional information on enrollees’ gender, race and
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ethnicity in the reports. The annual report tenplate is not as
extensive as the evaluation tenplate, but many of the sane

el enents are included. Therefore, States will have the ability
to indicate in subsequent annual reports that no update i s needed
since the evaluations were submtted.

Finally, it should be noted that, as we work toward
devel opi ng and i npl enenti ng a national core set of performance
nmeasures and goals, we will consider the performnce goals
suggested by the conmenters.

Comment: One conmenter noted that the preanble to proposed
8457.750(c) (1) was unclear as to whether the programreferred to
in the phrase "upper eligibility level of the State's programt is
Medi caid or SCH P

Response: The requirenents of subpart G of the regul ations
regardi ng strategi c planning, reporting, and evaluation apply to
separate child health prograns and Medi cai d expansi on prograns.
Thus, in 8457.750(c)(1), we are referring to the upper
eligibility level of the State’s SCH P program which would be
the upper eligibility level of either a Medicaid expansion or a
separate child health program |If a State operates a conbination
program the upper eligibility |evel would be the highest
eligibility level of either the Medicaid expansion or the
separate program

Comment: One conmenter recomended that specific nmeasures
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be defined either for all SCH P prograns or separately for

enpl oyer - sponsor ed i nsurance nodel progranms based on HEDI S or
Heal t hy Peopl e 2000 guidelines, to ensure that all States report
simlar guidelines and that comon agreenents coul d be used
across States. Gven that sone States plan to use an enpl oyer-
sponsored i nsurance nodel for coverage, the comrenter suggested
that HEDI S neasures woul d seem the nost appropriate approach on
whi ch to base data collection and reporting systens. For States
usi ng an enpl oyer-sponsored i nsurance nodel, contracts or
agreenents between the State and carriers woul d be needed for
coll ection and data provision, this conmenter stated. 1In this
commenter’s view, States would have to create specific data
col l ection and reporting nechanisns to do this.

Response: The regulations do not require States, including
States with prem um assi stance prograns, to collect data on
specifically defined neasures, except with respect to any core
set of performance neasures that may be devel oped by the
Secretary at a later date. W encourage States to work with
heal t h pl ans, HCFA, and each other to create standards that neet
their nutual needs for data. W particularly encourage States
usi ng prem um assi stance program nodels for SCH P to explore
effective nethods of data collection, but recognize that data
collection will present particular challenges to these types of

prograns because the State may not have direct contractua
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rel ati onshi ps with enpl oyer group health plans or with health
i nsurance issuers offering group health insurance coverage.
States nmay need to explore alternative nmethods of data collection
for prem um assi stance prograns, such as consuner surveys and
pol |'i ng.

Comment: One conmenter expressed concern that the
requi renent at 8457.750(b)(5) stating that the annual report nust
i ncl ude an updat ed budget is unnecessary and duplicative of other
ongoi ng requirenments, including the HCFA form 37, “Medicaid
Program Budget Report--State Estimate of Quarterly G ant Award.”

Response: The requirenent for updated budgets in the annua
report is necessary for the sound adm ni stration of SCH P
Annual reporting of updated budgeting with three-year
proj ections, including changes in sources of non-Federal funding
and details on the planned uses of all funds, is essential to
sound financial managenent of this program Annual updated
reports are also essential to HCFA as it nonitors and anti ci pates
the financial needs of States inplenenting SCH P prograns.
Because States have up to three years to spend each annual
all otnent, a three-year budget is useful to showif States are
planning to use their unused allotnents in the succeeding two
fiscal years or if they anticipate a shortfall in Federa
funding. Therefore, we have decided to retain this requirenent

for a three-year budget in the final regulation. However, we are
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no longer requiring a three-year budget with all amendnents.
Instead, we have limted the requirenents at 8457.80 to a one-
year budget only with amendnents that have a significant
budgetary inpact. A nore detailed discussion of this issue can
be found in the coments and responses to 8457. 80.

Comment: One conmenter noted that in 8457.750(b) (5)of the
proposed rule, States are required to include in the annua
report an updated budget for the current Federal fiscal year.
The commenter states that HCFA did not take into account the
State appropriations process and the fiscal year used by the
State as opposed to the Federal fiscal year. For exanple,
[1linois has a July-June fiscal year, with the |legislature
appropriating funds for the final Federal quarter (July-
Septenber) in May. Therefore, the cormmenter noted, the | ast
quarter in the SCH P annual report will be an estimate. The
commenter believed that the regul ati ons regardi ng the annua
report should be revised to pernmit States to estimte budgets for
the final Federal quarter.

Response: W have nodified 8457. 750(b)(5) as proposed.
Instead of requiring an annual budget for the current fisca
year, we now require an annual updated budget for a three-year
period. W realize that the three-year budgets States are
required to submt annually in fulfilling the requirenents of

8457. 750(b) (5) are based on projections and may vary from actua
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expenditures for a variety of reasons. However, we believe it is
i nportant to have this information to ensure that States have
adequately planned for the programand to anal yze spendi ng

al | ot ment s.

7. State eval uati ons (8457. 760)

I n proposed 8457.760 we set forth the requirenent that
States submt a conprehensive evaluation by March 31, 2000 that
anal yzes the progress and effectiveness of the State child health
program In the evaluation, a State nmust report on the operation
of its Medicaid expansi on program separate child health program
or conbination program As specified in section 2108(b)(1)(B) of
the Act, the State evaluation nust include all of the follow ng:

1 An assessnent of the effectiveness of the State plan in
i ncreasi ng the nunber of children with creditable health
coverage. In addition, the State nust report on progress made in
neeting ot her strategi c objectives and performance goal s
identified by the State plan.

1 An assessnment of the State’s progress in neeting other
strategi c objectives and performance goals identified by the
State pl an.

1 A description and analysis of the effectiveness of
el enents of the State plan, including the follow ng el ements:

- - The characteristics of the children and famlies

assi sted under the State plan, including age of the
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children and famly income. The State al so nmust report
on children’s access to, or coverage by, other health

i nsurance prior to the existence of the State program
and after eligibility for the State program ends (the
child is disenrolled). As an optional strategy, the
State al so shoul d consider reporting on other rel evant
characteristics of children and their famlies such as
sex, ethnicity, race, primary |anguage, parental

marital status, and fam |y enpl oynent st atus.

The quality of health coverage provided under the State
process or other process that is used to assure the
qual ity and appropri ateness of care.

The anmpbunt and | evel of assistance including paynent of
part or all of any prem uns, copaynents, or enroll nment
fees provided by the State.

The service area of the State plan (for exanple,

Metropolitan Statistical Area (MSA) or non- MSA).

The time limts for coverage of a child under the State
plan. As an optional strategy, the State should

consi der reporting the average length of tinme children
are assisted under the State plan.

The extent of substitution of public coverage for
private coverage and the State' s effectiveness in

desi gning policies that discourage substitution.
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-- The State's choice of health benefits coverage,
i ncludi ng types of benefits provided and the scope and
range of these benefits, and other nethods used for
provi ding child health assistance.
-- The sources of non-Federal funding used in the State
pl an.
1 An assessnent of the effectiveness of other public and
private progranms in the State in increasing the availability of
af fordabl e quality individual and fam |y health insurance for
chi I dren.
1 A review and assessnent of State activities to coordinate
the SCH P plan with other public and private progranms providing
health care and health care financing, including Medicaid and
mat ernal and child health services.
1 An anal ysis of changes and trends in the State that affect
the provision of accessible, affordable, quality health insurance
and health care to children.
1 A description of any plans the State has for inproving the
avai lability of health insurance and health care for children.
1 Reconmendati ons for inproving the SCH P program
Comment: One commenter indicated that the State eval uation
requi renents should be |l ess prescriptive and require an analysis
of the effectiveness of elenents the State may include rather

than requiring an analysis of all eight elenents listed at
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8457.760(c). The comenter asserted that such policy would all ow
States to identify and address areas relevant to their own State
pl ans. The comrenter suggested that we revise this section to
provi de that "a description and analysis of elenents of the State
plan may include:” the elenments in paragraph (c) of this section.

Response: States were statutorily required to report on the
progress of the elements set forth in 8457.760(c) in the State
eval uati on, due to HCFA on March 31, 2000, and we nodel ed the
proposed regul ation text after the statute. Section 2108(b) of
the Act specifies the contents of the State evaluation. HCFA
t heref ore does not have discretion to nmake these requirenents
optional for States. |In addition, because all the States have
submtted the required eval uati on, we have renoved this provision
fromthe final rule. Any request for future evaluations will be
based upon the requirenents in the statute for eval uations and
annual reports on the program

Comment: We received several comrents expressing
appreciation that the guidance set forth in the preanble to the
proposed rul e regardi ng the evaluation closely foll owed the
eval uation franmework devel oped by NASHP and the State workgroup.
However, several conmmenters asserted that the information
provided in State eval uations should not be used to establish
nodel prograns and practices. Rather, they noted, States should

be given the freedomto design prograns that best suit the needs
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of their popul ation and circunstances, and information provi ded
in the evaluation should focus on how the States have used the
flexibility allowed by the programto create unique and
successful plans.

Response: W are using the evaluations to identify node
practices. W believe that the identification of nodel practices
shoul d not involve conparing unlike prograns or overl ooking the
uni que circunstances of each State. Many States have been eager
to |l earn about other State practices. W envision node
practices as a nmeans of sharing information with States and ot her
interested parties on how other States have successful ly
i npl enented certain parts of their program W devel op node
practices not as a nmeans of judging or eval uating prograns, but
rat her as a neans of sharing those practices that have proven
successful for one State so that other States may determ ne the
nmerit of adopting simlar practices in their own SCH P
i mpl enent ati on.

Comment: One conmenter recommended that we require States
to report on the provision of services as well as the
participation rates of pediatricians and other child health care
providers in the program Additionally, the comrenter
recommended that we require States to report the average cost-
sharing requirenents for famlies who choose to enroll in SCH P

rat her than enpl oyer-provided coverage. The comenter believed
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that we should also require States to include an eval uati on of
the inpact States' efforts to minimze substitution have had on
children with special health care needs and their access to
services. The comrenter believed that HCFA should al so require
States to include evaluations of their screen and enrol
processes.

Response: W do not agree with the commenter’s suggestion.
The eval uation tenpl ate devel oped by the National Acadeny for
State Health Policy reflects those el enents specified in section
2108(b)(1)(B) of the Act. To this extent, it did include
assessnment questions on the State’s cost sharing and its effects
on participants as well as questions regarding the State’s screen
and enroll process and its substitution policies and results of
nonitoring rates of substitution. W have further included a
provi sion at section 457.353 that specifically requires States to
nonitor and evaluate the effectiveness of the screening process.
The regul atory requirenments are consistent with the statute. 1In
some cases, States included additional data or other information
such as the data suggested by the conmmenter, in their SCH P
eval uations as additional neasures of their progress toward
strategi c objectives of that State.

Comment: One conmenter supported the proposed categories of
eval uation, but requesting that we require nore frequent

reporting and eval uati on.
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Response: Section 2108(b) of the Act, as inplenmented in
8457.760, required States to submt evaluations by March 31,
2000. We believe the infornmation States will be providing
through the quarterly and annual reports required by 8457.740 and
8457. 750 respectively, will be sufficient to allow ongoing
assessnents of States’ SCHI P prograns, making nore frequent
reporting and formal eval uations unnecessary and overly
burdensonme on States. The statute did not include a subsequent
requi renent for an annual eval uation and we have, therefore,
renoved this provision fromthe final rule.

Comment: One conmenter recomended that HCFA clarify
8457.750(c) (1) by replacing the phrase "coverage by other health
i nsurance prior to the State plan® with "coverage by other health
i nsurance prior to coverage under the State plan.”

Response: Because we have deleted this provision fromthe
final rule, we have not adopted the commenter’s suggestion.

Comment: One conmenter recomended t hat HCFA encour age
States to build on existing data collection efforts and systens,
including State title V efforts, in devel oping overall SCH P
eval uation efforts and in collection of data.

Response: W encourage States to build on existing
dat abases and title V efforts, as well as public-private
partnerships in order to facilitate the devel opnment and

i npl enentation of information tracking systens and SCHI P program
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eval uation efforts.



